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UFESlYlE RELATED ILLNESSES
In the decade ending in 1980, there was a 31% decline in age-adjusted cardiovascular death rates (Kannel I, Doyle, Ostfeld, et ai, 1984) . An improvement in lifestyle behaviors has been cited as one of the factors contributing to this decline in mortality rates (O'Donnell & Ainsworth, 1984; Kannell, Doyle, Ostfeld, et ai, 1984) . Nonetheless, cardiovascular disease remains the leading cause of death in the United States, accounting for nearly 50% of all deaths (American Heart Association, 1986 ).
More and more companies have recognized the potential losses to their organization from lifestyle-related illnesses, such as uncontrolled cardiovascular disease, resulting in a growing commitment on the part of employers to develop worksite well ness programs (LaRosa, 1985) . In addition to the fact that employees spend from 30% to 50% of their waking hours at their place of employment, the worksite provides a relatively stable population, social support for behavior change and economy of scale for program implementation (O'Donnell & Ainsworth, 1984; Parkinson, 1982) . It is not surprising, then, that worksites areviewed as a logical site for health promotion activities.
Nurses and other health professionals havea natural role and primary respon-sibility for assisting clients toward selfcareand healthful lifestyles as there is a growing shift from treatment of illness to prevention and health promotion (Pender, 1982) . As a resultof their unique practice setting, occupational health nurses find themelves in an ideal position to influence cardiovascular risk factors and other lifestyle-related conditions (Schron, 1985) .
THE HEART AT WORK PROGRAM
The Heartat Work (1984) program is a package of guidelines designed by the American Heart Association to increase employee awareness and knowledge of heart disease risk factors and to encourage positive changes in attitudes and beliefs. "Heart healthy" behavior and reduced risk for heart disease are the desired outcomes. The heart disease factors addressed in the program are: High Blood Pressure, Smoking Cessation, Nutrition and Weight Management, Exercise, and Signals and Actions for Survival (recognizing signs and symptoms of a heart attack). The various modules provide guidelines for such intervention on varying levels: low-level activity consists of heightening awareness through use of posters, brochures, etc., mediumlevel activity provides educational sessions and some self-help tools; and high-level activity ranges from utilizing outside programs and facilities to providing actual in-house facilities and staff. Each module allows the program coordinator to decide which level of intervention is appropriate depending on employee needs, available resources, and desired outcomes.
The Heart at Work program provided the basis for a pilot health promotion program for the staff of a local health maintenance organization (HMO). Low and medium-level strategies were implemented for all the Heart at Work modules with the exception of the Signal and Actions for Survival module.
In its place, a stress management component was included. Health Risk Appraisals and worksite physical fitness evaluations were also offered.
Social Learning Theory guided the development of these awareness classes. In this approach, persons' expectations that a particular behavior will lead to a valued outcome (outcome expectancy) and their perceived ability to perform the behavior (self-efficacy) are predictors of performance (Bandura, 1977) . To influence outcome expectations, information was provided about the relationship of the risk behavior to one's health status and the reversibility of risk with behavior change. Self-efficacy was fostered using co-workers who were successful role models for behavior change (vicarious experience), verbal persuasion, and by advising progressive and incremental increases in behavior change to enhance mastery expectations. Self-help strategies incorporating other behavior modification and psychosocial theories were also included.
PUTTING THE PROGRAM INTO ACTION
The health promotion program was conducted by a Registered Nurse from outside the organization in fulfillment of a health promotion Master's degree requirements. With support from the HMO Health Program Coordinator, written and verbal approval were obtained from management personnel early in program planning stages. The primary means of communication throughout the program was via written memorandums, which was supplemented with more direct communication as personal relationships and lines of communication developed. All employees received preliminary program information, a Health Risk Appraisal (HRA)j medical clearance and informed consent forms for the physical fitness evaluations, and a fiveitem questionnaire addressing beliefs, The Heart at Work program is a package ofguidelines designed by the American Heart Association to increase employee awareness and knowledge of heartdisease risk factors and to encourage positive changes in attitudes and habits. attitudes, and intentions (Centers for Disease Control, 1984) . Numbered "coupons" were used to track individuals throughout the program while assuring confidentiality Coupons were to be tumed in as employees participated in the various components of the program.
The physical fitness evaluations consisted of blood pressure readings, a fiveminute step test and/or submaximal bike test for prediction of aerobic capacity, muscular fitness (push-ups and sit-ups), flexibility (sit and reach, back hyperextension), and body composition determination (skinfold measurements) (Astrand, 1977; Heyward, 1984j Pollock, Wilmore & Fox, 1984 Sharkey, 1979 were likely to be seen by most employees, announcing the topic, date, time, and location of classes. On the day of each particular topic, special strategies were employed to heighten awareness and motivate active participation.
For the class on hypertension, people were greeted as they came in that morning with saltless snacks such as nuts, raisins, and unsalted flavored popcorn, and these were left for their sampling throughout the day. On the day of the exercise class, the staff was encouraged to take the stairs at least once during the day to earn a footprintshaped sticker which could be worn for the remainder of the day. In addition, free passes to local health clubs, plus other exercise program information, were provided. For the nutrition/weight management class, "heart healthy" snacks were taken to each department for sampling. To heighten awareness about the changing degrees of one's stress level during the day, heat sensitive "biodots" were acquired and made available to all employees.
The smoking cessation class was held two days preceding the Great American Smokeout, supporting the organization's involvement in this event. The Recreation/Education Committee, with managerial and staff representation from each department, was actively involved in promoting the Smokeout. Promotional materials from the American Cancer Society were distributed, additional posters and signs encouraging involvement were posted, "adopters" (nonsmokers and ex-smokers) were teamed up with participating smokers, small promotional parties were held at the beginning and end of the day, and drawings for prizes were held at the conclusion of the Smokeout.
OUTCOME
At the time of this project, this HMO employed 111 people, of which 89 (80%) were female, and 12 (20%) were male. The HRA group summary revealed that the typical participant was a relatively young (under 35 years), white female with at least some college education. Approximately 25% were identified as having at least one heart disease risk factor including smoking, a sedentary lifestyle, or excess weight. Of the 111 employees, 63 (57%) completed the HRA; and 35 (32%) took part in the fitness evaluations (all of whom completed the HRA). The figure illustrates AUGUST 1986; VOL. 34, NO. 8 employee participation by program component. Of those completing the HRA, 35% (N=22) attended the feedback session for their results, and of the 35 taking part in the fitness evaluations, 40% (N=14) attended the results session. While 98 people were recorded as attending at least one of the Heart at Work classes (some of whom attended more than one class), only 37% of the 63 completing the HRA were included in this group. Individual class participation ranged from five to 43.
Occupations indicated on the HRAs were evenly split between Professional/ Manager/Official, and Clerical/Sales, at 48% each, with the remainder not indicating occupation. While there were no significant differences between occupation category and participation in the fitness testing, a significant difference did exist between groups with regard to participation in at least one class session (Table 1) . Clerical workers were more than twice as likely to attend at least one class than were professionals (p<.01).
With regard to participation and educational level, it is clear that those completing the HRAs were a welleducated group, with 40% indicating at least some college education, and an additional 41% having a professional or college degree. Table 2 indicates that persons with a college degree were more likely to participate in the testing than those who had not completed college or had only a high school education (p<.01). Although not statistically significant, the opposite relationship was found between education level and participation in at least one class (either feedback sessions or Heart at Work classes). Participants with more education were less likely to attend classes.
Forty-five percent of the participants completed evaluations at the conclusion of the Heart at Work class sessions. Most (93%) indicated that they felt at least "somewhat more capable" to change as a result of the program, and 98% indicated that they were at least "somewhat more likely" to change that behavior in the next month. Possible implications of this will be presented in the discussion.
A month after this pilot project a survey sent out by the organization's health promotion coordinator showed a substantial number of employees willing to participate in behavioral programs. Two months later, Weight Watchers and aerobic classes were underway, with
Cardiovascular disease remains the leading cause of death in the United States, accounting for nearly 50% of all deaths.
approximately one third of employees participating (N=32). Twenty-five (78%) of these participants responded to a brief survey regarding their participation in the two programs. Of these respondents, nine (36%) were supervisory personnel, 14 (56%) were non-supervisory, and two (8%) did not indicate their position. Sixty percent of the respondents attended at least one of the Heart at Work classes given three months earlier. Of the 15 Heart at Work participants, nine (60%) did not feel that their attendance to those classes influenced their current participation, while six (40%) reported that the two were related. Four of the current participants did not attend any of the previous classes, and six others had not yet been employed by the organization.
DISCUSSION
In this article we have described the implementation of a cardiovascular disease risk reduction program produced by the American Heart Association. We have also reported the results of a preexperimental evaluation of the program, which examined participation levels in various components of the program and self-reported outcomes of the awareness classes. Participation rates for the Heart at Work program components may indicate employee interest in the various activities, although other factors besides interest would influence participation. In general, the assessment activities were more popular among the employees than were classes. However, over half of those who completed the assessments did not return for feedback of results. Judging by class attendance, smoking and stress were of higher interest than nutrition, exercise, and hypertension. Because all of the employees did not complete the Health Risk Appraisal, we were unable to fully determine the penetration of the program to those at risk for heart disease. While some individuals at risk did attend the program components applicable to them, it is Employees with more education, who are more likely to complete the fitness assessment may have done so because of a greater understanding of the dynamics of fitness.
probable that there were others at risk who may very well have needed the program but chose not to participate. In future programs of this type, it would be essential to make concerted efforts to identify those individuals at risk and to target the health promotion efforts to these groups.
Our finding that different segments of employees participated in the fitness assessment and the awareness classes leads us to recommendations for future programming. Employees with more education, who were more likely to complete the fitness assessment, may have done so because of a greater understanding of the dynamics of fitness. Also, they may have greater familiarity with testing procedures and a value for acquiring personal data and may have been more involved with fitness activities and thus more motivated for assessment. However since the fitness levels of all groups of employees were generally less than average, the latter explanation is unlikely to account for the differences in participation. In future programs, special efforts should be made to provide information to reduce real or perceived lack of knowledge about fitness testing and its benefits. This should be communicated in a way that acknowledges the varying educational backgrounds, utilizing salient sources of communication such as peer role models.
Likewise, explanations can be offered regarding the lack of participation of professional/managerial employees in the awareness classes. These employees may have more information regarding health risks and a stronger sense of self efficacy regarding these lifestyle behaviors. This may explain the finding that a substantial number of supervisory personnel have taken part in the Weight Watchers and aerobics classes in the months following the Heart at Work program. They may find more intensive behavioral change activities more attractive and efficacious than awareness classes. The pressure of job responsibilities and fixed commitments are also possible reasons that prohibited attendance at the awareness classes. Factors related to views of occupational roles may also have contributed to differences in participation. The differing strategies that could be used to involve management include the recruitment of management in arranging workshops or luncheons and portraying the classes in a "professional" fashion to increase their interest. In addition, clear marketing of the program as addressing behavior change, rather than information-giving participation in health programs to involvement with the previous Heart at Work program, it is possible that the project heightened awareness and knowledge of certain lifestyle choices such that company-wide support of health promotion programs was developed.
Means of communication and marketing of the program can also influence success. It is evident that establishing lines of personal communication within the organization, and within individual departments, can serve as a motivator for employee participation. The primary means of communication was via written memos, even after more personal networks between the nurse consultant and staffhad developed. We can only speculate whether their more increased par- employees voiced an inability to make desired lifestyle changes during the hectic and often stressful winter holiday season which immediatelyfollowed the project. However, the arrival of the new year and various resolutions made may have provided the opportunity to take on personal behavior change programs. Also, the health promotion coordinator position was relatively new to the organization, and the Heart at Work program was the first comprehensive employee health/fitness program effort. The inhouse coordinator has now come to serve as a model or prompt for healthy behaviors. This role has resulted in the health promotion coordinator being viewed as a "conscience" for the employees. Finally, even though several participants did not relate their present only, may make the classes more attractive to highereducated or management personnel who perceive (correctly or incorrectly)that they have sufficient knowledge. Useful for all employees would be organizational incentives. This could include monetaryor symbolic rewards (such as J-shirts) time off, or special annotations on employee evaluations.
Though this project was supported by administrative and management personnel, both verbally and in writing, lack of active participation by these individuals was disappointing. As cited throughout the literature, management support is critical for program success, and often provides a stamp of approval for others to participate. In terms of participation, the success of the Great American Smokeout, the only portion of the health promotion program which was actively planned and promoted by a broadly representative employee committee, illustrates the importance of involving employees and managers in the planning and implementation process. The success of this particular topic mayalso suggest that programs be planned and implemented during the appropriate month when community awareness and support is heightened. In this way the occupational program may capitalize on community-wide publicity.
Despite the low level of participation by these groups in the pilot project, the degree of involvement by supervisory personnel in the health programs in the following months is encouraging and suggests that success of actual behavioral programs can not necessarily be based on class attendance. Observations by the health promotion coordinatorhave led to identification of possible factors that may have contributed to this increased commitment to positive health behaviors. Timing has emerged as an important factor. Many a preventive health education program for the workplace Good Health is Good Business importance to program improvement of evaluating a small worksite health promotion intervention. Clearly, care should be taken in generalizing our results to other organizations. We hope that our project will encourage occupational health nurses to undertake health promotion programs such as Heart at Work, and to conduct small-scale evaluations of program participation and outcomes. In addition, large-scale systematic evaluations of specific levels of health promotion interventions using long-term follow-up of participant behaviorare greatly needed. for heart disease risk factors is relevant to persons of all ages, orienting the program based on a needs assessment of employee concerns may be more attractive and foster more favorable outcomes. Notwithstanding, preceding the actual Heart at Work program with consciousness-raising about the significance of heart disease prevention may make the program more salient for a young employee group.
Ml
We were unable to measure behavior change as an outcome of the pilot health promotion program. The response to the evaluations was relatively low and, since they immediatelyfollowed the classes, they did not address actual behavioral change. Nonetheless, of those who did complete evaluations, most of the awareness class participants showed enhanced intentions to change to a more heart healthy lifestyle. For those with high self-efficacy to change behaviors, this may be sufficient. likewise, the presence of this project may have heightened awareness enough to prompt some individuals to undergo behaviorchange even without active participation in program components. In general, however, a more comprehensive behaviorchange intervention would be necessary.
Our work has shown the potential
THE HEALTH OF THE NEXT GENERATION IS IN YOUR HANDS-PROMOTE POSITIVE HEALTH BEHAVIORS AND PRACTICES FOR YOUR EMPLOYEES THROUGH INCOMPANY PRESENTATIONS ON A VARIETY OFHEALTH TOPICS.
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We hope that ourproject will encourage occupational health nurses to undertake health promotion programs such as Heart at Work . . . ticipation had more personal contact with individuals and departments been initiated in the early stages of program intervention. Likewise, the utility of creative promotional strategies for marketing the program cannot be emphasized enough. The approaches used in this program such as appropriate snacks, footprint stickers for taking the stairs, biodots for stress awareness, and kick-off parties and prize drawings for the Great American Smokeout were very well received.
The choices of heart disease risk as the focus for a health promotion program for a relatively young employee population is also an issue. The leading cause of death listed on the HRA for most employees was not cardiovascular disease, as it would be for those 40 years old or older. Although the concern
